In this country, we have been slow to appreciate the value of these machines. This has probably been due to an over-enthusiastic appraisal of the dietary regime used in patients with acute renal failure. Further experience has revealed that a considerable number of these patients have very protracted periods of oliguria and others develop uraemia very early. In these and other situations haemodialysis, when used correctly, can prolong life until renal function recovers.
Description of the Procedure
The procedure differs slightly according to the type of machine that is used. Cellophane, which is common to all, is a semi-permeable membrane which has a fractional pore area of 30 to 45 per cent., a pore radius of 30 A°and a pore length of 80oL (Merrill, 1955) . The pores are too small to allow plasma proteins to pass through and hence, during the period of haemodialysis, neither will viruses or bacteria so that the dialysing fluid need not be sterile. In most machines the blood travels through the lumen of a cellophane tube which is placed in the dialysing fluid. The rest of the machine is concerned with transporting blood to and from the patient. Coagulation of blood is delayed by giving Ioo mg. of heparin at the start of the dialysis and io mg. hourly.
Before starting the dialysis one to two pints of citrated blood are used to prime the machine. The flow rate of blood through the dialyser varies from 200 to 500 ml./min. according to the type of machine.
The dialysis usually lasts six hours. Two medical and two nursing personnel, trained in the procedure are required. Bio-chemical The value of the artificial kidney in postrenal obstruction has been reviewed elsewhere (Parsons arnd McCracken,' 1959) . As' these patients usually require surgical procedures it must be remembered that operative trauma increases protein 'catabolism which -could cause serious'embarrassment in a uraemic patient.
In early uraemia (blood urea less than 250 mg. per cent.) a pre-operative -haemodialygis is advisable when a soft tissue X-ray, taken at the same time as a retrograde pyelogram, reveals diminished renal tissue. When the' amount of' renal tissue is normal it is probably safe to perform a nephrostomy if the blood urea'is no higher than 300 mg. per cent. When renal infection is present and a major surgical procedure is required a preoperative dialysis is advisable.
In patients with obstruction of the bladder neck Parsons, 1958) and testosterone (Parsons, 1959 Despite its frequency and in spite of much experimental study, the mechanisms responsible for hyponatraemia in chronic cardiac failure are still far from clear. There is no question, however, that some patients with intractable cardiac oedema benefit from steroid therapy (Gutner et al., 1957; Heidorn et al., 1955; Reimer, 1956; Dresdale et al., 1958) . Mickerson and Swale (I959) have recently described a series of 13 patients who showed the following features in common: all had obstinate cardiac failure and had become resistant to treatment with digitalis, low-sodium diet and diuretics; they complained of excessive tiredness and increased pigmentation both of the skin and buccal mucosa was present; all showed hyponatraemia with a normal or elevated serum potassium and a raised blood urea with one exception. All exhibited a great increase in urinary output due to a predominant water diuresis with disappearance of oedema following the addition of prednisolone, in a dose of 5 mg. t.d.s. for 24-48 hours followed by a maintenance dosage of 2.5 mg. twice or thrice daily, to existing therapy with digitalis and diuretics and the substitution of the lowsodium intake by a normal diet.
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